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Task Force on Guidelines Society of Critical Care Medicine
The following report has been developed by the Task Force on Guidelines of the Society of Critical Care Medicine to describe minimum standards for the care of critically ill patients with acute respiratory failure on mechanical ventilation in a critical care unit. Because they are minimum standards, all of these guidelines must be met and many critical care units will exceed most or all of these requirements. However, on rare occasions, clinical circumstances will dictate exceptions to one or many of these standards. The reason for exceptions must be documented in the medical record. These guidelines have not been designed to describe care delivery to patients receiving chronic ventilator therapy outside the critical care environment.
In addition to conforming to the specific standards listed below, all units must meet standards previously described for 
Ventilator Management
Ventilator management must be directed or concurrently provided by a physician with appropriate qualifications (see above). This physician shall be responsible for directing airway management, ventilatory support, and removal from the ventilator. This physician should tailor management to specific circumstances, using the guidelines below when clinically applicable and appropriate.
1.
Management of the Airway a.
The endotracheal tube or tracheostomy tube should be secured safely and comfortably.
b. Attention should be given to the prevention of unplanned extubation including either physical or medical restraints (sedation or muscle relaxants) when indicated for demented, confused, or agitated patients.
c. Secretions should be suctioned as necessary using sterile technique.
2.
Ventilator support a. To achieve an adequate level of oxygenation, the patient's oxygen saturation should be maintained at >90%. Exceptions can be expected in patients with congenital cyanotic heart disease or far advanced chronic obstructive lung disease.
b. Minute ventilation should be adjusted based on patient comfort, pH, and ventilatory mechanics.
c. To avoid oxygen toxicity and absorption atelectasis, the Flo2 should be decreased to <0.5 as soon as possible.
d. To achieve optimal oxygen delivery to tissues, objective measurements of oxygen delivery (pH, blood pressure, oxygen saturation, Po2) should be obtained as dictated by the clinical presentation. Assurance of adequacy of oxygen delivery requires special attention when levels of positive end expiratory pressure >15 cm H 2 O are required.
e. The frequency of arterial blood gas analysis should be dictated by the acuity of illness, availability of noninvasive monitoring, and frequency of ventilator changes.
f. To achieve patient comfort, consideration should be given to the use of sedation if indicated, or an arterial line if frequent blood testing is required.
3.
Removal of ventilator support a. Ventilator weaning should be instituted in a timely manner supported by objective observations of pulmonary mechanics and/or function and demonstration of improvement or resolution of the problem necessitating ventilation.
b.
After each substantial change in ventilator support, the patient should be observed for clinical changes. In addition, the need for objective measures of adequacy of oxygen delivery (measurement of Po2 or oxygen saturation) should be dictated by clinical circumstances.
